
INFORMATION CONCERNING THE MEDICAL POWER OF ATTORNEY

THIS IS AN IMPORTANT LEGAL DOCUMENT. BEFORE SIGNING THIS DOCUMENT, YOU
SHOULD KNOW THESE IMPORTANT FACTS:
Except to the extent you state otherwise, this document gives the person you name as your agent the

authority to make any and all health care decisions for you in accordance with your wishes
J
including your

religious and moral beliefs, when you are no longer capable of making them yourself. Because "health

care" means any treatment, service or procedure to maintain, diagnose, or treat your physical or mental

condition, your agent has the power to make a broad range of health care decisions for you. Your agent

may consent, refuse to consent, or withdraw consent to medical treatment and may make decisions about

withdrawing or withholding life-sustaining treatment. Your agent may not consent to voluntary inpatient

mental health services, convulsive treatment, psychosurgery, or abortion. A physician must comply with

your agent's instructions or allow you to be transferred to another physician.

Your agent's authority begins when your doctor certifies that you lack the competence to make health

care decisions. Your agent is obligated to follow your instructions when making decisions on your behalf.

Unless you state otherwise, your agent has the same authority to make decisions about your health care

as you would have had. It is important that you discuss this document with your physician or other health

care provider before you sign it to make sure that you understand the nature and range of decisions that

may be made on your behalf. If you do not have a physician, you should talk with someone else who is

knowledgeable about these issues and can answer your questions. You do not need a lawyer's

assistance to complete this document, but if there is anything in this document that you do not

understand, you should ask a lawyer to explain it to you. The person you appoint as agent should be

someone you know and trust. The person must be 18 years of age or older or a person under 18 years of

age who has had the disabilities of minority removed. If you appoint your health or residential care

provider (e.g., your physician or an employee of a home health agency, hospital, nursing home, or

residential care home, other than a relative), that person has to choose between acting as your agent or

as your health or residential care provider; the law does not permit a person to do both at the same time.

You should inform the person you appoint that you want the person to be your health care agent. You

should discuss this document with your agent and your physician and give each a signed copy. You

should indicate on the document itself the people and institutions who have signed copies. Your agent is

not liable for health care decisions made in good faith on your behalf. Even after you have signed this

document, you have the right to make health care decisions for yourself as long as you are able to do so

and treatment cannot be given to you or stopped over your objection. You have the right to revoke the

authority granted to your agent by informing your agent or your health or residential care provider orally or

in writing, by your execution of a subsequent medical power of attorney. Unless you state otherwise, your

appointment of a spouse dissolves on divorce. This document may not be changed or modified. If you

want to make changes in the document, you must make an entirely new one.

You may wish to designate an alternate agent in the event that your agent is unwilling, unable, or

ineligible to act as your agent. Any alternate agent you designate has the same authority to make health

care decisions for you.

THE POWER OF ATTORNEY IS NOT VALID UNLESS IT IS SIGNED IN THE PRESENCE OF TWO
COMPETENT ADULT WITNESSES. THE FOLLOWING PERSONS MAY NOT ACT AS ONE OF THE
WITNESSES:

> The person you have designated as your agent

> A person related to you by blood or marriage

> A person entitled to any part of your estate after your death under a will or codicil executed by

you or by operation of law

> Your attending physician

> An employee of your attending physician

> An employee of a health care facility in which you are a patient if the employee is providing direct

patient care to you or is an officer, director, partner or business office employee of a health care

facility or any parent organization of a health care facility

> A person who, at the time this power of attorney is executed, has a claim against any part of your

estate after your death.



MEDICAL POWER OF ATTORNEY

DESIGNATION OF A HEALTH CARE AGENT

I, _ _ (insert your name) appoint

Name:

Address: ___ . _ _______ —

Phone: _____ _
as my agent to make any and all health care decisions for me, except to the extent I state otherwise in

this document. This Medical Power of Attorney takes effect if I become unable to make my own health

care decisions and this fact is certified in writing by my physician.

LIMITATIONS ON THE DECISION-MAKING AUTHORITY OF MY AGENT ARE AS FOLLOWS:

Designation of an Alternate Agent:

(You are not required to designate an alternate agent but you may do so. An alternate agent may make

the same health care decisions as the designated agent if the designated agent is unabie or unwilling to

act as your agent. If the agent designated is your spouse, the designation automatically is revoked by law

if your marriage is dissolved.)

If the person designated as my agent is unable or unwilling to make health care decisions for me, 1

designate the following person(s), to serve as my agent to make health care decisions for me as

authorized by this document, who serve in the following order:

First Alternate Agent

Name:

Address:

Phone: __
Second Alternate Agent

Name:

Address:

Phone:
. „___

The original of the document is kept at

The following individuals or institutions have signed copies:

Name: _ _ . -

Address: . .

Name: __ -

Address: __„ -



Duration

I understand that this power of attorney exists indefinitely from the date 1 execute this document unless 1

establish a shorter time or revoke the power of attorney. If 1 am unable to make health care decisions for

myself when this power of attorney expires, the authority 1 have granted my agent continues to exist until

the time I become able to make health care decisions for myself. (If Applicable) This power of attorney

ends on the following date:

Prior Designations Revoked
I revoke any prior medical power of attorney.

Acknowledgement of Disclosure Statement

I have been provided with a disclosure statement explaining the effect of this document. I have read and

understand the information contained in this disclosure statement.

(You Must Date and Sign This Power of Attorney)

I sign my name to this medical power of attorney on day of

(month, year) at

(City and State)

(Signature)

(Print Name)

Statement of First Witness
I am not the person appointed as agent by this document. I am not related to the principal by blood or

marriage. I would not be entitled to any portion of the principal's estate on the principal's death. I am not

the attending physician of the principal or an employee of the attending physician. I have no claim against

any portion of the principal's estate on the principal's death. Furthermore, if I am an employee of a health

care facility in which the principal is a patient, I am not involved in providing direct patient care to the

principal and am not an officer, director, partner, or business office employee of the health care facility or

of any parent organization of the health care facility.

Signature:

Print Name: Date:

Address:

Signature of Second Witness

Signature:

Print Name: Date:

Address:
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Figure 25 tac §157.25 (h)(2) OUT-OF-HOSPITAL DO-NOT-RESUSCITATE (OOH-DNR) ORDER
TEXAS DEPARTMENT OF STATE HEALTH SERVICES

fi This document becomes effective immediately on the dale of execution for health care professionals acting in oul-or-hospiln) sellings. Il mmains in effccl unli)

RESUSCITATE lhe PCISon 's pronounced dead by authorized medical or legal authority or the document is revoked, Oomfon care will he given ds needed,

Male

Person's full legal name Date of birth r-
j Female

A. Declaration of the adult person : I am competent and at least 18 years of age. I direct that none of the following resuscitation measures be initiated or continued for me:

cardiopulmonary resuscitation (CPR), transcutaneous cardiac pacing, defibrillation, advanced airway management, artificial ventilation.

Person's signature Date Printed name

B. Declaration by legal guardian, agent or proxy on behalf of the adult person who is incompetent or otherwise incapable of communication:

iU _ t . . . , „ , .„ „ _ proxy in a directive to physicians of the above-noted person who is incompetent or otherwise
lamthe: Q legal guardian; agent maMed.cal PowerofAttorneys p ^n[al!vorphyiiraNyin/apab |eofcommtjnkatiorl .

8ased upon the known desires of the person, or a determination of the best interest of the person, I direct that none of the following resuscitation measures be initiated or continued for the

person: cardiopulmonary resuscitation (CPR), transcutaneous cardiac pacing, defibrillation, advanced airway management, artificial ventilation.

Date Printed name
Signature

C. Declaration by a qualified relative of the adult person who is incompetent or otherwise Incapable of communication: 1 am the above-noted person's:

rispouse, £1 adultchild, parent,OR jj nearest living relative, and I am qualified to make this treatment decision under Health and Safety Code §166.088,

To my knowledge the adult person Is incompetent or otherwise mentally or physically incapable of communication and is without a legal guardian, agent or proxy. Based upon the known desires of

the person or a determination of the best interests of the person, I direct that none of the following resuscitation measures be initiated or continued for the person: cardiopulmonary

resuscitation 1CPR), transcutaneous cardiac pacing, defibrillation, advanced airway management, artificial ventilation.

Date Printed name
Signature

D, Declaration by physician based on directive to physicians by a person now incompetent or nonwritten communication to the physician by a competent person : I am the above-noted

person's attending physician and have:

j- seen evidence of his/her previously issued directive to physicians by the adult, nowincompetent;OR j— observed his/her issuance before two witnesses of an OOH-DNR in a nonwritten manner.

I direct that none of the following resuscitation measures be initiated or continued for the person: cardiopulmonary resuscitation (CPR), transcutaneous cardiac pacing, defibrillation,

advanced airway management, artificial ventilation.

Attending physician's Printed Lie

signature
3 6 name # _____

E. Declaration on behalf of the minor person : I am the minor's: p parent; p legal guardian; OR p managing conservator.

A physician has diagnosed the minor as suffering from a terminal or irreversible condition. I direct that none of the following resuscitation measures be initiated or continued for the person:

cardiopulmonary resuscitation (CPR), transcutaneous cardiac pacing, defibrillation, advanced airway management, artificial ventilation.

c- -
Date

Signature

Printed name

TWO WITNESSES: (See qualifications on backside,) We have witnessed the above-noted competent adult person or authorized declarant making his/her signature ahove and, if applicable, the

above-noted adult person making an OOH-DNR by nonwritten communication to the attending physician.

Witness 1 signature Date Printed name

Witness 2 signature Date Printed name

Notary in the State of Texas and County of __. The above noted person personally appeared before me and signed the above noted declaration on this date:

Signature & seal: Notary's printed name: ___ „ Notary Seal

[ Note: Notary cannot acknowledge the witnessing of the person making an OOH-DNR order in a nonwritten manner j

PHYSICIAN'S STATEMENT: I am the attending physician of the above-noted person and have noted the existence of this order in the person's medical records. I direct health care professionals

acting in out-of-hospital settings, including a hospital emergency department, not to initiate or continue for the person: cardiopulmonary resuscitation (CPR), transcutaneous cardiac

pacing, defibrillation, advanced airway management, artificial ventilation.

.... .
Date

Physician s signature

License* "
*

Pnnted name

F. Directive by two physicians on behalf of the adult, who is Incompetent or unable to communicate and without guardian, agent, proxy or relative: The person's specific wishes are unknown, but resuscitation measures

are, in reasonable medicaljudgment, considered Ineffective or are otherwise not in the best interests of the person. I direct health care professionals acting in out-of-hospital settings, including a hospital emergency

department not to initiate or continue for the person: cardiopulmonary resuscitation (CPR), transcutaneous cardiac pacing, defibrillation, advanced airway management, artificial ventilation.

Printed ,. ,

Attending physician s Date n3fl]e
Lic#

signature

Printed ,, „
Signature ofsecond physician Date name

Physician's electronic or digital signature must meet criteria listed in Health and Safety Code §1 66.082(c).

All persons who have signed above must sign below, acknowledging that this document has been properly completed.

Person's signature Gu a rdi an/Agent/Proxy/ Relative signature

Attending physician's Seccnd physician's signature

signature
~ ~ —

Witness 1
'

Witness 2 Notary's

signature signature signature

This document or a copy thereofmust accompany the person during his/her medical transport.



Directive to Physicians and Family or Surrogates '

INSTRUCTIONS FOR COMPLETING THIS DOCUMENT: This is an important legal document known as an Advance
Directive. It is designed to help you communicate your wishes about medical treatment at some time in the future

when you are unable to make your wishes known because of illness or injury. These wishes are usually based on
personal values. In particular, you may want to consider what burdens or hardships of treatment you would be willing

to accept for a particular amount of benefit obtained if you were seriously ill.

You are encouraged to discuss your values and wishes with your family or chosen spokesperson, as well as your
physician. Your physician, other health care provider, or medical institution may provide you with various resources to

assist you in completing your advance directive. Brief definitions are listed below and may aid you in your discussions

and advance planning. Initial the treatment choices that best reflect your personal preferences. Provide a copy of

your directive to your physician, usual hospital, and family or spokesperson. Consider a periodic review of the

document. By periodic review, you can best assure that the directive reflects your preferences.

In addition to this advance directive, Texas law provides for two other types of directives that can be important during

a serious illness. These are the Medical Power of Attorney and the Out-of-Hospital Do-Not-Resuscitate Order. You
may wish to discuss these with your physician, family, hospital representative, or other advisers. You may also wish
to complete a directive related to the donation of organs and tissues.

Directive

I, ______ (insert your name), recognize that the best health care is

based upon a partnership of trust and communication with my physician. My physician and I will make health care

decisions together as long as I am of sound mind and able to make my wishes known. If there comes a time that 1 am
unable to make medical decisions about myself because of illness or injury, I direct that the following treatment

preferences be honored:

If, in the judgment of my physician, I am suffering with a terminal condition from which I am expected to die within six

months, even with available life-sustaining treatment provided in accordance with prevailing standards of medical
care:

I request that all treatments other than those needed to keep me comfortable be discontinued or withheld and
my physician allow me to die as gently as possible; OR

I request that I be kept alive in this irreversible condition using available life-sustaining treatment. (This

selection does not apply to Hospice care.)

if, in the judgment of my physician, I am suffering with an irreversible condition so that I cannot care for myself or

make decisions for myself and am expected to die without life-sustaining treatment provided in accordance with

prevailing standards of care:

I request that all treatments other than those needed to keep me comfortable be discontinued or withheld, and
my physician allow me to die as gently as possible; OR

I request that I be kept alive in this irreversible condition using available life-sustaining treatment. (This
selection does not apply to Hospice care.)

Additional Requests:

(After discussion with your physician, you may wish to consider listing particular treatments in this space that you do
or do not want in specific circumstances, such as artificial nutrition and fluids, intravenous antibiotics, etc. Be sure to

state whether you do or do not want the particular treatment.)

After signing this directive, if my representative or 1 elect hospice care, I understand and agree that only those
treatments needed to keep me comfortable would be provided and I would not be given available life-sustaining

treatments.

(If a Medical Power of Attorney has been executed, then an agent already has been named and you should
not fist additional names in this document.)

If i do not have a Medical Power of Attorney, and I am unable to make my wishes known, I designate the following

person(s) to make treatment decisions with my physician compatible with my personal values:

1.

2.



If the above persons are not available, or if I have not designated a spokesperson, 1 understand that a spokesperson
will be chosen for me, following standards specified in the laws of Texas. If, in the judgment of my physician, my
death is imminent within minutes to hours, even with the use of all available medical treatment provided within the

prevailing standard of care, I acknowledge that all treatments may be withheld or removed except those needed to

maintain my comfort. I understand that under Texas law this directive has no effect if I have been diagnosed as
pregnant. This directive will remain in effect until I revoke it. No other person may do so.

Signed ______ Date. ____

City, County and State of Residence ______

Two witnesses must sign in the spaces below :

Two competent adult witnesses must sign below, acknowledging the signature of the declarant. The witness

designated as Witness (1 ) may not be a person designated to make a treatment decision for the patient and may not

be related to the declarant by blood or marriage. This witness may not be entitled to any part of the estate and may
not have a claim against the estate of the patient. This witness may not be the attending physician or an employee of

the attending physician. If this witness is an employee of a health care facility in which the patient is being cared for,

this witness may not be involved in providing direct patient care to the patient. This witness may not be an officer,

director, partner, or business office employee of a health care facility in which the patient is being cared for or of any

parent organization of the health care facility.

Witness (1) Witness (2)

Definitions:

"Artificial nutrition and hydration" means the provision of nutrients or fluids by a tube inserted in a vein, under the

skin in the subcutaneous tissues, or in the stomach (gastrointestinal tract).

"Irreversible condition" means a condition, injury, or illness:

1 . that may be treated, but is never cured or elminiated;

2. that leaves a person unable to care for or make decisions for the person's own self; and

3. that, without life-sustaining treatment provided in accordance with the prevailing standard of medical care is

fatal.

Explanation: Many serious illnesses such as cancer, failure of major organs (kidney, heart, liver, or lung), and serious

brain disease such as Alzheimer's dementia may be considered irreversible early on. There is no cure, but the patient

may be kept alive for prolonged periods of time if the patient receives life-sustaining treatments. Late in the course of

the same illness, the disease may be considered terminal when, even with treatment, the patient is expected to die.

You may wish to consider which burdens of treatment you would be willing to accept in an effort to achieve a

particular outcome. This is a very persona! decision that you may wish to discuss with your physician, family, or other

important persons in your life.

"Life-sustaining treatment" means treatment that, based on reasonable medical judgment, sustains the life of a
patient and without which the patient will die. The term includes both life-sustaining medications and artificial life

support such as mechanical breathing machines, kidney dialysis treatment, and artificial hydration and nutrition. The
term does not include the administration of pain management medication, the performance of a medical procedure
necessary to provide comfort care, or any other medical care provided to alleviate a patient's pain.

"Terminal condition" means an incurable condition caused by injury, disease, or illness that according to

reasonable medical judgment will produce death within six months, even with available life-sustaining treatment

provided in accordance with the prevailing standard of medical care

Explanation: Many serious illnesses may be considered irreversible early in the course of the illness, but they may not

be considered terminal until the disease is fairly advanced. In thinking about terminal illness and its treatment, you
again may wish to consider the relative benefits and burdens of treatment and discuss your wishes with your
physician, family, or other important persons in your life.


